The coronavirus disease (COVID-19) pandemic has required providers to adjust the manner in which healthcare is delivered across a variety of settings. The care of older adults over the age of 65 and/or those who live in senior living facilities, nursing homes or long-term care (LTC) facility are of particular concern. Advanced concepts of aging, such as frailty, immobility, dementia, mental health needs, and/or chronic disease states place this population at an increased risk of vulnerability to co-morbidities. With the current COVID-19 pandemic, aging adults are one of the highest risk populations for virus contraction, and are at a higher risk for severe complications and death relative to the rest of the population.[@bib0001] Eight out of 10 deaths in the United States have been in adults 65 years or older.[@bib0001] Recent changes to federal regulations allow providers to utilize telehealth services to improve access to care and reduce disease transmission with fewer restrictions. This report will discuss the history of telehealth, national policy changes that have facilitated the uptake of telehealth during the COVID-19 pandemic, telehealth logistics, limitations, and future implications.

History {#sec0001}
=======

Until recently, the terms telehealth and telemedicine were used interchangeably. Although having many definitions and synonyms, telehealth can be defined as "technology-enabled health and care management and delivery systems that extend capacity and access."[@bib0002] The American Telemedicine Association (ATA) acknowledges the term telehealth encompasses a broad range of services and technology including but not limited to live/synchronous videoconferencing, asynchronous electronic communication, and remote patient monitoring.[@bib0002] Benefits include improved access to care, reduced healthcare costs, maintained or improved quality of care, and consumer satisfaction.[@bib0002]

Technology and telecommunication have been essential to the development of healthcare since the evolution of the telephone in 1876.[@bib0003] There was an increase in use of telehealth in the 1960s. However, telehealth utilization mostly stalled out until the early 1990s when interest resurged alongside the advent and broad uptake of the internet and digital communication.[@bib0004] From the mid-1990s to 2010s, telehealth was primarily utilized from dual-purpose telehealth facilities, in which existing outpatient clinics were equipped with video broadcast resources to facilitate visits.[@bib0004] In the later 2010s to current day, smartphones have become the next generation telehealth workstations, and telehealth start-ups have proliferated.[@bib0004] As the COVID-19 pandemic began affecting the United States in March 2020, telehealth use skyrocketed; telehealth claims increased from 0.15% of claims in April 2019 to 13.0% in April 2020, representing a 8335.5% increase.[@bib0005]

Policy {#sec0002}
======

Current policy changes reflect the severity of this public health emergency and importance of protecting vulnerable populations, including the elderly. On March 6, 2020 the Centers for Medicare & Medicaid Services (CMS) expanded telehealth services under the 1135 waiver authority and Coronavirus Preparedness and Response Supplemental Appropriations Act.[@bib0006] Previously telehealth services were available under Medicare, but limited to individuals living in designated rural settings who accessed services by leaving their home and traveling to a medical facility for telehealth services. The CDC currently encourages ambulatory care settings to explore alternatives to face-to-face triage and visits as a means of decreasing transmission between all patients as well as providers.[@bib0007] As a result, the current waiver allows reimbursement for visits via telehealth from a variety of providers, including physicians, nurse practitioners, clinical psychologists, dieticians, and licensed clinical social workers.[@bib0006] This applies to office, home, skilled nursing, and hospital visits, provided there is use of an audiovisual telecommunication system in real time.[@bib0006] Health Insurance Portability and Accountability Act (HIPAA) restrictions have been eased to allow for use of everyday communication technologies such as FaceTime, Zoom, or Skype.[@bib0006] The Health and Human Services (HHS) Office for Civil Rights states they "will exercise enforcement discretion and waive penalties for HIPAA violations against health care providers that serve patients in good faith."[@bib0008] Also beginning March 6, 2020, synchronous telehealth visits facilitated by audio and video technology became reimbursable at the same rate as in person visits. While the use of telehealth is intended for established patients, there will be no audits of new patient visit claims submitted through the duration of this public health emergency.[@bib0006]

In addition to full telehealth visits, in 2019 Medicare began reimbursing for other limited telehealth applications including virtual check-ins (short telephone check-ins initiated by the patient), as well as e-visits (communication via online patient portal between patient and provider). Under the current waiver, virtual check-ins coded with Current Procedural Terminology \[CPT\] code G2012 can only be reported if the patient is established with the practice but can be conducted with a broader range of communication methods, including telephone, secure text messaging, email, and/or patient portal.[@bib0006] Captured video or images can be sent to the provider as well. The communication should not be related to a medical visit concern addressed in the past seven days or lead to a medical visit in the following 24 hours, and verbal consent for participation in virtual check-ins must be obtained.[@bib0006]

Telehealth logistics {#sec0003}
====================

Ideally telehealth visits are planned in advance, much like an office or home-based visit. Patients are asked to have their medications, blood pressure cuff, and pulse oximeter available (as applicable). At the beginning of the telehealth encounter, it is important to explain to the patient why a telehealth visit is being used versus face-to-face. Additionally, the provider should explain what the visit will entail and ask what questions the patient has before beginning. Once the patient\'s questions are answered, verbal consent to telehealth should be obtained and documented. If the patient is unable to provide accurate history and/or review of systems (ROS), it is beneficial to contact the power of attorney (POA) or a facility staff member who has regular contact with the patient to gather needed information. It is important to gather as much relevant history and ROS as possible, given the limitations surrounding a telehealth physical exam. Although auscultation and palpation are not possible, the ability to visually assess the patient in real time may provide adequate clinical information to formulate a plan. Additionally, if the patient is a resident of a facility, LPN/RN assessment can supplement the physical exam. It should be noted if the assessment is supplemented in this manner (i.e. "daughter palpated abdomen in four quadrants without note of pain or guarding" or "facility LPN auscultation reported as regular rate and rhythm"). If the patient or facility has the appropriate equipment, vital signs can be collected and reported in real time. At the conclusion of the visit, the plan should be reviewed and questions addressed with the patient, POA, and/or facility staff (as applicable). Documentation of the encounter should include that the patient provided consent for telehealth and any relevant notes about family or staff who supported and contributed to the encounter. An index of telehealth visit codes for billing purposes is available on the CMS website.

Challenges for the advanced practice nurse {#sec0004}
==========================================

Although the benefits of telehealth in this population are significant, challenges for implementation and utilization do exist. While the intent of telehealth is to expand healthcare access, the modality has its own accessibility challenges. Patients must have access to an audiovisual device and broad-band internet, both of which may be associated with significant expense. Many telehealth platforms are not equipped with closed captioning for individuals with hearing impairment. Telehealth requires a degree of baseline technological literacy, or access to a support person (e.g., staff or family member) with technical knowledge. Each of these barriers to accessibility must be thoughtfully considered and addressed as the use of telehealth increases to avoid perpetuating health inequities.

Lastly, there are certain chief complaints and symptom presentations in which a face-to-face encounter may still be necessary, such as the need for an otoscopic examination. Providers must weigh risk versus benefit of symptom presentation with residential community and local disease trends, as well as individual patient age and comorbidities when considering a telehealth encounter.

Post-pandemic implications {#sec0005}
==========================

Telehealth has seen a significant increase in attention from providers, patients, and payers due to COVID-19. It has become an essential aspect of healthcare across all populations but has particularly significant implications for the care of elderly individuals. Beyond this global pandemic, future telehealth policy should consider the benefits of improved access to care for those living with frailty, immobility, dementia, mental health needs, and/or chronic disease states. Providers caring for the aging population must also remain aware of and work to mitigate gaps in access to telehealth that have the potential to worsen health inequities. Healthcare providers must stay abreast of guidance from organizations like the CDC to determine when and with what precautions in-person visits may resume for patients of differing ages and comorbidities. The CMS and HHS both have robust websites which are excellent sources of information for providers to explore telehealth visit eligibility, billing/coding, and technology privacy concerns. As telehealth utilization continues through the current pandemic, healthcare providers have the opportunity to contribute to the growing body of knowledge around the use of telehealth to care for at risk populations. This will inevitably shape post-pandemic policies. Integrating the emerging innovative evidence will create a basis to better evaluate cost, health outcomes, patient satisfaction, and ultimately mortality during unprecedented times.
